Introduction: The objective of the study was to evaluate the prevalence of Clostridium difficileassociated diarrhoea (CDAD) among hospitalised patients with antibiotic-associated diarrhoea (AAD) in general and by specific types of medical care and hospital units. Methods: A prospective, cross-sectional, noninterventional, multicentre study. The main
INTRODUCTION
The use of antibiotics is associated with disorders of gastrointestinal tract function and diarrhoea in 5-39% patients [1, 2] . Clostridium difficile (C. difficile) is a common infectious cause of antibiotic-associated diarrhoea (AAD) [1] [2] [3] [4] . C. difficile is capable of producing an enterotoxin (toxin A) and a cytotoxin (toxin B). Express laboratory tests for glutamate dehydrogenase (GDH) and free C. difficile toxins in stool are used for the diagnosis of C. difficile-associated diarrhoea (CDAD) [5] .
Reports from other countries indicate that CDAD is becoming more common and requires special attention due to the risk of serious complications, including fatalities [6] [7] [8] [9] . Russian clinical data on the epidemiology of CDAD are limited to individual retrospective-prospective single-centre studies [10] [11] [12] [13] . Due to the limited number of Russian studies dedicated to CDAD, further research on this issue within a Russian prospective multicentre epidemiological study is of scientific and clinical interest.
The objective of the study was to determine the prevalence of CDAD in hospitalised patients with antibiotic-associated diarrhoea (AAD) in general and in subgroups of patients from wards with different types of care and specialties.
METHODS
Patients aged C 18 years and hospitalised for at least 48 h, who developed diarrhoea symptoms while in the hospital and while taking antibiotics, or within 30 days of starting antibiotic therapy, and who agreed to participate in the study, were included in the prospective noninterventional multicentre epidemiological study.
Diarrhoea is defined as liquid stool corresponding to types 5-7 on the Bristol Stool Form Scale, with a frequency of C 3 defecations in succession within B 24 h or with defecation frequency that is higher than normal for a given patient. Under the exclusion criteria, patients could not participate in the study more than once. A stool sample was placed in a sterile container and transported to the local (on-site) microbiology laboratory for an enzyme immunoassay express test (CoproStrip TM ; SavyonDiagnostics, Israel) for the presence of GDH, toxin A and toxin B of C. difficile. The express test interpretation protocol is shown in Table 1 .
The following patient data were included in the individual electronic registration card: date of birth, sex, main diagnosis leading to hospitalisation according to the International Classification of Diseases, revision 10 (ICD-10), hospitalisation date, characteristics of diarrhoea, information about the date and results of the express test for the presence of GDH, toxin A and toxin B in stool, the type of care provided (surgery, therapy, intensive care) and the medical specialty (gastroenterology, oncohaematology, oncology, etc.). The primary endpoint, reflecting the presence of CDAD, was the percentage of patients with CDAD among the hospitalised patients with AAD who had an express stool test for GDH and free toxins of C. difficile. The secondary endpoints were the percentages of hospitalised patients with CDAD in subgroups classified according to specialty (gastroenterology, oncohaematology, oncology, etc.) and the type of care (surgery, therapy, intensive care). An additional endpoint was the percentage of hospitalised patients with CDAD who had positive express test results for GDH, but negative results for C. difficile toxins.
It was planned to include 1230 patients in the study. The sample size, which would ensure accuracy of the primary endpoint was calculated based on the following conditions: a simple random sampling model, width of the 95% confidence interval (CI) not exceeding 5% (2.5% error), risk of obtaining incomplete data below 20%. Statistical analysis was performed using SPSS v22 for Windows operating system. The results were represented as standard variables of descriptive statistics. The study design was taken into account in the statistical analysis by the adjustment of the 95% CI using the methods proposed by the World Health Organization.
The study was conducted according to the principles of the Declaration of Helsinki as well as Good Epidemiological Practice (Guidelines of the International Society for Pharmaceutical Engineering and Good Pharmacy Practice, 2007).
RESULTS

Characteristics of Patients
From April 2016 to April 2017, a total of 1245 patients from 12 large inpatient clinics located in Moscow and St Petersburg were enrolled in the study. Data from 81 patients (6.5%) were excluded from the statistical analysis and the description for the following reasons: invalid express test results, including negative results for GDH coinciding with positive results for C. difficile toxins (n = 60), admission to hospital for less than 48 h (n = 10), discrepancy between the express test dates and the study protocol (n = 5), violation of the exclusion criteria (n = 3), no full-time hospitalisation (day care facilities, n = 2), and incomplete patient data (n = 1) (Fig. 1) .
The analysed data of the 1164 patients [526 males (45.2%) and 638 females (54.8%)] are presented. The age ranged from 18 to 95 years (average age, 54.9 years). The distribution of the patients by primary diagnosis is shown in Table 2 . The diagnoses chiefly responsible for hospitalisation of 72.3% of the patients included neoplasms, diseases of the circulatory system, and diseases of the digestive system. The length of hospitalisation varied from 2 to 188 days, the median being 8 days (1st quartile 5 days, 3rd quartile 15 days). In the majority of cases (1131), the patients were hospitalised for between 2 and 50 days, with 7 patients for over 100 days.
Totals of 522 patients (44.9%) had type 7 diarrhoea on the Bristol Stool Form Scale, 475 patients (40.8%) had type 6 and 167 (14.3%) had type 5. A diarrhoea frequency of 3-8 defecations per day was observed in the majority of patients (944, 81.1%); 15 or more defecations were observed in 27 patients (2.3%).
Primary Endpoint
CDAD was diagnosed in 21.7% of patients with AAD (253/1164) according to the express test results ( Table 3 ). The 95% CI for CDAD prevalence, calculated based on the simple random sampling model, was 19.4%, 24.1%. At the same time, the 95% CI adjusted for the study design was significantly wider (14.8%, 28.7%).
Secondary Endpoints
CDAD prevalence among the patients with AAD divided into groups by specialty of the provided care is shown in Table 4 .
The majority of patients participating were from the departments of surgery (546/1164) and therapy (510/1164). The percentage of CDAD was 26.2% in the surgery patients and 17.8 and 17.6% in the therapy and intensive care patient groups, respectively. The surgical patients were predominantly in oncology (n = 225) and septic surgery (n = 204) departments. The percentages of CDAD were 12.0% among the [surgical] oncology patients and 39.2% in the septic surgical group. The majority of the medical patients were in the departments of gastroenterology (194/510), oncohaematology (142/ 510) and general medicine (47/510). CDAD prevalence in these departments were 12.4, 17.6 and 31.9%, respectively. The majority of the patients with CDAD in the intensive care units were transplant patients (n = 41). The percentage of CDAD in this group was 7.3%.
The prevalence of CDAD in the groups of patients with AAD by specialty is presented in Table 5 .
According to the results, more than 75% of all enrolled patients were in the departments of oncology, gastroenterology, septic surgery, oncohaematology, and general medicine. The percentages of patients with CDAD in these departments amounted to 11.3, 15.0, 39.2, 17.6, and 27.2%, respectively.
Other Endpoints
Positive GDH express test results were observed in 38.6% of the patients (449/1164), while C. difficile did not produce A and B toxins in 16.8% of the cases (196/1164). It should also be noted that the percentage of patients with a CDAD varied among hospitals, from 0 to 44.3% (Table 6) .
A higher percentage of CDAD (26.7-42.9%) was observed in patients C 65 years compared with patients \ 65 years (14.1-17.2%) ( Table 7) . 
DISCUSSION
The use of antibiotics is a proven risk factor for diarrhoea. According to McFarland, CDAD occurs in 5-39% of patients [1] . The research of Bartlett and Gilbert published in the 1990s demonstrated that diarrhoea developed in 5-10% of patients receiving ampicillin; 10-25%, amoxicillin/clavulanate; 15-20%, cefixime; and 2-5%, cephalosporins, fluoroquinolones, azithromycin, clarithromycin, erythromycin and tetracycline [2, 3] . C. difficile predominates among the infectious causes of AAD [1] [2] [3] [4] . The role of C. difficile in the development of CDAD and pseudomembranous colitis was established in 1978. In the majority of cases, the development of pathological conditions was associated with use of clindamycin [4] . Other pathogens of AAD include Clostridium perfringens [14] , Staphylococcus aureus [15] , Klebsiella oxytoca [16] , and possibly Candida albicans [17] .
C. difficile is able to produce enterotoxin (toxin A) and cytotoxin (toxin B), which disrupt the function of and damage mucous membranes and, therefore, play a leading role in the pathogenesis of the infectious diseases [18, 19] . The qualitative and quantitative parameters of toxin production are associated with severity of the disease [20, 21] . Non-toxin-producing strains of C. difficile are capable of colonisation, but do not usually damage the mucous membranes of the gastrointestinal tract [22] .
Infectious diseases caused by C. difficile have different manifestations, from the mild form of the disease with few symptoms to a fulminant course of pseudomembranous colitis (toxic megacolon, bowel perforation) [6, [23] [24] [25] [26] . Relapse is observed in approximately 10-25% of patients 30 days after successful treatment [27, 28] . According to a European study, the attributive mortality was 2% in patients with diarrhoea that developed after C 3 days after their hospital stay or in patients with suspected C. difficile infection. In another 7% of cases, the infection played a significant role in fatal outcomes [6] . The few Russian data on CDAD prevalence in patients with AAD obtained in single-centre studies differ markedly. For instance, 28.7% (154/563) and 51.5% (67/130) of cases were reported in general hospitals [10, 11] . An increase of CDAD prevalence among cancer patients from 15.6% (7/45) in 2011 to 24.2% (57/236) in 2013 was reported [12] . A high CDAD prevalence was observed in gastroenterology patients, 39.1% (93/238) [13] .
The present study was conducted due to the scarcity of information on CDAD prevalence in the Russian Federation and the lack of relevant Russian multicentre studies. According to the results of the conducted express tests, CDAD was diagnosed in 21.7% of patients with AAD, which corresponds to the international data (15-25%) [29] . The study also demonstrated pronounced differences in CDAD prevalence between different inpatient facilities (from 0 to 44.3%) and between patient groups by type of care (surgery, 26.2%; therapy, 17.6%; intensive care, 17.8%) and by specialty (septic surgery, 39.2%; general medicine, 27.2%; oncohaematology, 17.2%; gastroenterology, 15.0%; oncology, 11.3%; transplantation, 6.8%). These differences may reflect the local characteristics of CDAD epidemiology. In particular, the researchers at the site with the highest CDAD prevalence (44.3%) also reported a particularly severe contingent of patients and an outbreak of the disease during the study. The percentage of patients with GDH-positive express test results, but negative results for toxins, was 16.8%, while the total percentage of GDH-positive patients was 38.6%. Thus, about 39% of the patients with AAD participating in the study were colonised with C. difficile, whereas about half of the C. difficile colonisation cases were accompanied by toxin production and the onset of infection.
Patients age C 65 years demonstrated higher CDAD prevalence (26.7-42 .9%) in comparison with the patients \ 65 years (14.1-7.2%). This was expected, since advanced age (C 65 years) is one of the known risk factors for the development of CDAD [30] .
The results of this study and previously published Russian epidemiological studies suggest that CDAD is a common complication occurring in Russian hospitals. This makes it more relevant to carefully examine a patient with unexplained diarrhoea when the patient is on antibiotic treatment or within 30 days following such treatment. Significant differences in CDAD prevalence among hospitals and hospital departments may be associated with specific characteristics of the hospitalised patients, the environmental risk factors of C. difficile-associated disease and the local approaches to the monitoring of nosocomial infections.
Limitations of the Study
Only large inpatient treatment facilities in the Russian cities with a high population density (Moscow and St Petersburg) participated in the study. This limits the potential for extrapolating the data at the country-wide level. The pronounced differences in CDAD prevalence rates between the research sites impacted the accuracy of primary endpoint assessment: the 95% CI adjusted for the study design turned out to be wider than the 95% CI based on the simple random sampling model, which was used for sample size calculation during the study planning process.
The express test used in the study has known sensitivity and specificity limitations reducing the accuracy of CDAD diagnosis. In particular, negative results of this laboratory test did not entirely rule out CDAD.
CONCLUSION
The prevalence of CDAD among hospitalised patients with AAD amounted to 21.7% (95% CI adjusted for the study design: 14.8%, 28.7%). There were pronounced differences in CDAD prevalence among inpatient care facilities (from 0% to 44.3%) and patient groups by the type of care and specialty.
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